Methods: All ESRD patients initiating HD access (AVF, AVG, HC) between January 1, 2006, and December 31, 2015, in the U.S. Renal Data System were included. Univariate (c 2 , analysis of variance, Kaplan-Meier survival) and multivariate (Cox regression) analysis was performed as appropriate.
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Inpatient Hemodialysis Access Surgery Results in Higher 30-Day and 2-Year Mortality Compared with Outpatient Surgery
Objective: Hemodialysis (HD) access surgery can be performed in either an inpatient or outpatient setting. Surgery in the inpatient setting may be preferable in that it avoids patients' being lost to follow-up and facilitates access maturation. However, inpatients have higher rates of comorbidities and acute medical conditions compared with outpatients, thus representing a theoretical higher risk surgical population. We hypothesize that those who receive HD access surgery as inpatients have higher rates of postoperative mortality compared with outpatients.
Methods: Patients in the Society for Vascular Surgery Patient Safety Organization Vascular Quality Initiative national database who received any HD access surgery between October 2011 and August 2015 and had adequate 2-year follow-up were evaluated. If patients had more than one procedure recorded, the most recent procedure was considered. Patients were separated by inpatient and outpatient setting, with a KaplanMeier curve created for survival probabilities in each group. Results were compared by log-rank and Wilcoxon tests, with significance at P < .05. Demographics between the survival and mortality groups were compared, and those with P < .1 were placed into a Cox proportional hazards model, with significance at P < .05.
Results: A total of 15,915 patients with known 2-year mortality status were included in the study (2674 inpatients and 13,241 outpatients). Inpatients had higher rates of comorbidities. Inpatients also had higher rates of 30-day and 2-year postoperative mortality compared with outpatients (4.8% vs 1.2% [P < .001] and 29.3% vs 18.7% [P < .001]). The Fig demonstrates  the Kaplan-Meier curves for inpatient and outpatient groups, with lower 2-year survival probability in inpatients (P < .001). The Table demonstrates results of the Cox proportional hazards model, with inpatient status at a hazard ratio of 1.83 (95% confidence interval, 1.69-1.99; P < .001).
Conclusions: Patients who receive HD access surgery as inpatients have higher rates of 30-day and 2-year mortality. Inpatient status was an independent risk factor for increased mortality. Additional study into improved methods of patient selection before HD access surgery in the inpatient setting could minimize unnecessary and high-risk surgery. Objective: A major complication of arteriovenous fistula (AVF) creation is pseudoaneurysm formation. Rupture of AVF pseudoaneurysm can lead to exsanguination and ultimately death without timely and appropriate repair. Studies have shown that prosthetic grafts have lower patency rates and increased risk of infection compared with autogenous AVFs. Thus, it is important to preserve the function of any aneurysmal autogenous AVF without the introduction of a prosthetic graft. Different techniques to do so include resecting the redundant AVF and reshaping it over a rubber catheter or Hegar dilator to optimize the caliber of access reconstruction and folding the redundant wall with a running suture along the entire length and back. Such techniques have been shown to be effective but laborious and time-consuming; they do not eradicate the problem from the beginning and require multiple stages of repair. The staple aneurysmoplasty technique was first proposed by Pierce et al in 2007, who reported no perioperative complications, short time to perform, and no introduction of graft, autogenous or prosthetic.
Methods: In this case, a staple aneurysmorrhaphy was quickly and effectively used in a clinically difficult situation. The patient, a 52-yearold man with uncontrolled hypertension-induced end-stage renal disease, presented with a large brachiocephalic AVF pseudoaneurysm originating from the brachial artery that was pending rupture. For treatment of this case, an Endo GIA 75 linear cutter (Ethicon, Somerville, NJ) was used for staple aneurysmorrhaphy to rapidly and effectively repair and preserve the AVF.
Results: The patient was closely monitored postoperatively. No bleeding was noted. The patient continued to have palpable proximal thrill and distal signal of his left upper extremity AVF. The patient's hypertension was medically controlled and optimized. The patient was discharged on postoperative day 3 without any perioperative complications.
Conclusions: Although more research is needed to properly evaluate the staple aneurysmorrhaphy technique in salvaging AVFs complicated by pseudoaneurysm formation pending rupture, this experience does correlate with literature review of the technique as effective, safe, and durable. It is especially time-efficient compared with more conventional repair techniques of AVF pseudoaneurysms, including suture ligation. On literature review, the remodeled AVFs after staple aneurysmorrhaphy have low aneurysm recurrence rate along with superior patency and low rates of infection. BMI, Body mass index. 
